To review the share of emergency physicians and surgeons in the removal of foreign bodies in throat, and to revisit the concept of home observation and elective endoscopic examination for this group of patients. Design: Retrospective study for a five month period. Setting: Public general hospital with emergency and surgical departments. Population: All patients attending the emergency department from 1st January 1999 to 31st May 1999 with a diagnosis or chief complaint of foreign body in throat or foreign body ingestion. Main outcome measures: Success rate of foreign body retrieval, method of removal, specialty and patient outcome. Results: 79.8% of the foreign bodies were fish bones. Eighty-nine percent foreign bodies was removed by direct laryngoscopy in the emergency department, 6.7% by emergency physicians in the endoscopy unit as outpatients and 4.3% by surgeons after admission. Conclusion: In the absence of frank clinical or radiological sign, a short period of home observation before proceeding to elective oesophagogastro-duodenoscopy (OGD) assessment may be helpful as well as cost-effective. This policy screens out some unnecessary instrumentation, without increasing the rate of complications. As emergency physicians remove the majority of foreign bodies, their expanded involvement on an ambulatory basis is both reasonable and feasible. (Hong Kong j.emerg.med. 2002;9:126-130) 
Introduction
Foreign body in throat after ingestion is a common cause for emergency department visits in Hong Kong, Singapore and the United Kingdom. [1] [2] [3] In Hong Kong, most private general practitioners are not prepared to deal with this clinical entity. As a result, patients suffering from this problem will almost always go to or be referred to emergency departments. Patients will be very grateful once the foreign body is removed. This is a rewarding experience for most doctors working in emergency departments. However, some foreign bodies may not be identified or removed at the initial visits in the emergency departments. The subsequent management of this subgroup of patients varies between different hospitals, whether by emergency physicians, general surgeons or otorhinolaryngologists. After failing to identify or remove foreign bodies at the emergency department, our departmental policy was to admit all patients with clinical or radiological findings of lodged foreign bodies or their complications to the surgical unit for further management. Patients without clinical or radiological evidence of foreign body would be admitted only if they were less than six years old or they insisted on admission. There was no on-site otorhinolarygologists in the hospital. The emergency department was allowed three short morning sessions a week for oesophagogastroduodenoscopy (OGD) in the endoscopy unit. Emergency OGD was not accessible to emergency physicians. As a result, for unconfirmed cases with normal clinical and radiological findings, OGD would be arranged electively on an outpatient basis as early as possiblewithin one week in all cases. Patients were given the necessary advice and instructions at discharge.
Cost-effectiveness of home observation and elective ambulatory endoscopic examination was advocated in a few reports in the early 1990s. [4] [5] [6] However, this concept has not been widely adopted among emergency departments in Hong Kong. The objectives of the present study were to review the involvement of the specialties of Emergency Medicine and General Surgery in the local hospital, and to revisit the concept of home observation and elective OGD examination for patients suffering from alleged foreign body in throat.
Method
This was a retrospective study. Emergency department records from 1st January 1999 to 31st May 1999 with a diagnosis or chief complaint of foreign body in throat or foreign body ingestion were reviewed. For those patients who were subsequently admitted to the surgical unit, discharge summaries or hospital records were retrieved. Attendance and OGD findings for those patients given an outpatient OGD appointment were traced. Age, sex, time of attendance, time of foreign body removal, method of removal, specialty involved and subsequent patient outcome were entered. The Statistical Package for Social Science software, version 10.0, was used for data processing and analysis. Chi square test and independent t-test were used for hypothesis testing to look for statistically significant difference.
Results
For the five-month period, 415 emergency department attendances for foreign body in throat were retrieved. Five of the patients left before medical consultation. Another five were lost to follow up as they were transferred to another hospital. These ten patients were excluded from the study.
The male to female ratio was 0.73 (171:234). Age ranged from infancy to 90 years old (mean 36.87±SD 20.52 years). Amongst the 405 patients, 164 (40.5%) were found to have a foreign body. For the surgeons, seven (4.3%) foreign bodies were removed after admission (five by OGD, one by direct laryngoscopy (DL) and one was coughed up by the patient). For the emergency physicians, 146 (89.0%) foreign bodies were removed by DL in the emergency department, and 11 (6.7%) during elective outpatient OGD sessions (3 by DL and 8 by OGD). The mean time interval from presentation to removal of foreign bodies was 41.12±SD 28.43 hours. The longest time lapse was about 6 days.
OGD were booked for 144 patients and only 55 (38.2%) turned up for the procedure. Five patients returned with complaint of persistent pain. Foreign body was not found in all but one of these unscheduled return patients. This patient attended the emergency department again after OGD examination by emergency physician complaining of persistent foreign body sensation. A fish bone was eventually found and removed on examination with the direct l a r y n g o s c o p e . O n e p a t i e n t re -a t t e n d e d a n d requested readmission as he had discharged himself against medical advice in the previous admission. One patient attended again because of a second episode of foreign body ingestion. There was no patient who returned with complications of impacted foreign body after home observation.
Within the emergency department, 185 cases were seen by junior doctors and 67 foreign bodies were removed; while 220 patients were seen by senior doctors and 79 foreign bodies were removed (retrieval rate 36.2% and 35.9% respectively). There was no statistically significant difference (p=0.944).
Concerning the nature of the foreign bodies, 79.8% were fish bones. Table 1 summarized the nature and frequencies of the foreign bodies. About 45.4% of the incidences occurred during dinner. X-ray was taken in 234 (57.8%) of the 405 patients. Two hundred and twelve (90.6%) of them had lateral X-ray of the neck. Foreign body was suspected on 20 films but were confirmed only on five were confirmed.
Discussion
Foreign body in throat is a commonly encountered problem in emergency departments in Hong Kong. The general impression was that most of these patients would need to be referred or admitted to the surgeons or otorhinolaryngologists for further management. However, the present study showed that the actual foreign body removal rate by direct laryngoscopy at emergency department was very high (146/164, 89%). This is consistent with the finding of an earlier study by Chung et al, and at least comparable to the retrieval rate by otorhinolaryngologists. 2, 6, 7 In a series published by Chung et al, 85 out of 102 foreign bodies (83.33%) were removed by direct laryngoscopy. 6 However, in another local report, the retrieval rate using direct laryngoscopy was only 58.33%. 5 Putting together these studies, it seems that the success rate of direct laryngoscopic foreign body removal is quite variable. With mastering of this basic technique, up to 89% of pharyngeal foreign bodies can be tackled in emergency departments on presentation. In order to facilitate the procedure, adequate topical anaesthesia is very important. A total of up to 20 sprays of 10% lignocaine aerosol (10 mg per spray) may be used in a healthy adult (not to exceed 2 mg per Kg) to anaesthetise the pharyngeal mucosa. 8 Apart from anaesthesia, some novel ideas like gargling with toluidine blue before examination to help highlight the fish bone has been put forward. 9 There was no significant difference in the success rate between junior and senior doctors. This implies that the skill is easily mastered and junior staff can also achieve high success rate. This may encourage doctors in private practice to be more active in managing this group of patients.
There was also no significant difference in complication rate and final outcome for patients undergoing OGD assessment by surgeons and by trained emergency physicians. The foreign body that was missed in one patient at OGD by emergency physician might be due to the fact that OGD was not foolproof at examining the peritonsillar area. DL should be repeated before OGD instrumentation.
The OGD defaulting rate was very high and consistent with previous local findings. 5, 6 This phenomenon suggests that a short period of home observation, say 24-48 hours, followed by an elective outpatient OGD examination may be beneficial to allow 'natural selection' (spontaneous dislodgement of impacted foreign body, healing of abrasions and inflammation, etc.) to take place. This can help to reduce the need for immediate hospital admission, and unnecessary instrumentation. The management regime put forward by Chung et al and Wong is worth reconsideration, especially in this cost-conscious era. [4] [5] [6] In the absence of frank clinical or radiological sign, observation and elective OGD up to six days did not result in complication.
Concerning the nature of foreign body, the most common was fish bone. This is in line with the findings in other studies. 3, 5, 6, [10] [11] [12] In the present study, the usefulness of routine X-ray could not be addressed because not all patients received X-rays. If a foreign body was found on examination, it would be removed immediately and the patient discharged subsequently without X-ray. As most fish bones are cartilaginous, routine lateral neck X-ray in such cases has very low sensitivity. [13] [14] [15] A study by Marais et al showed that while radiologists got the lowest true-positive rate, emergency physicians over-diagnosed most lateral neck X-rays. 16 Only those patients without foreign body identified clinically should have X-ray arranged. X-ray in this subgroup was thought to be worthwhile, and in fact a few impacted foreign bodies were picked up in this way. Certainly, metallic or bony foreign bodies are readily shown on X-rays.
Some authors also suggest more liberal use of computed tomography (CT) scan to demonstrate the presence of foreign body around cricopharyngeus and in oesophagus. 17, 18 CT was reported to be superior to plain film and barium swallow, and may be a safe alternative to OGD. If a patient refuses to undergo endoscopic examination, CT scan may be a safe alternative, if indicated. However, it is too expensive for routine recommendation, at least in Hong Kong.
Finally, there has been advocate that bronchoscopy or nasendoscopy may be used to retrieve foreign b o d i e s . H ow e v e r, b o t h b r o n c h o s c o p y a n d nasendoscopy have some shortcomings. If the foreign body is larger than the diameter of the naris, assisted removal intraorally is required. 19 Another potential drawback is that the post-cricoid area may not be satisfactorily examined. 20 In addition, it may be more difficult to remove an oesophageal foreign body through the cricopharyngeus. Chu et al recommended OGD instead of fiber-optic bronchoscopy for diagnosis and removal of foreign body, as it could overcome the aforementioned drawbacks and the tolerance was found to be similar. 21 
Limitation
As this was a retrospective study, the quality of information depended on the clarity and completeness of previous documentation. Some useful information such as symptoms of patients might not be available for analysis. The method of removal of foreign body in the emergency depar tment could not be standardized. Also, patients who defaulted the OGD appointment were assumed to have recovered uneventfully. However, there was always the possibility that they had sought treatment elsewhere.
Conclusion
Foreign body ingestion is a commonly encountered problem in emergency departments. With practice, high retrieval rate using direct laryngoscopy can be achieved and most of these patients can be managed in the emergency department. For those patients with low risk of retained foreign body, a short period of home observation before proceeding to OGD assessment electively may be helpful as well as costeffective. This policy screens out some unnecessary instrumentation, without increasing the rate of complications. As emergency physicians remove most of the foreign bodies, their expanded involvement in this area on an ambulatory basis is both reasonable and feasible.
